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Abstract   
Diabetes is a major public health problem in American Indian Alaska Native (AI/AN) 
population which contributes to an increased number of morbidity and mortality.  
Diabetes was largely unknown in AI/AN communities before the World War II but soon 
after the WWII Indian Health Service (IHS) providers began reporting diabetes among 
this population. (McLaughlin, 2010).  A group of researchers in 1963 identified the first 
type II diabetes epidemic in Pima Indiana community of Arizona among AI/AN 
population. (Shultz, LO, et al, 2006).  Soon, cases of diabetes in AI/AN more than 
doubled in prevalence rate compared to the general U.S. population, resulting in one in 
six AI/AN adults to be diagnosed with the disease. (McLaughlin, 2010). 
Nationally, according to US Department of Health and Human Services, AI/AN are more 
than twice as likely to be diagnosed with diabetes as their non-Hispanic white 
counterparts (2.3 times higher). (DHHS, 2012). AI/AN in Nebraska are 4.4 times as 
likely to die from diabetes in comparison to non-Hispanic Whites (Nebraska DHHS 
Office of Health Disparities and Health Equity, 2015).  Having an uncontrolled diabetes, 
defined as hemoglobin A1c>8.0%, for more than one year, despite the standard care 
they receive, is associated with a high risk and serious long-term complications such as 
cardiovascular disease, neuropathy, retinopathy, and nephropathy, (Crowley, et al, 
2014). These complications are especially critical when diabetes is diagnosed at the 
end-stage renal failure (ESRF)  which happens 2.7 times more in AI/AN than in non-
Hispanic whites, (USDHHS). As recently as 2009, diabetes became the fourth leading 
cause of death among AI/AN populations. (McLaughlin, 2010). Therefore, diabetes in 
AI/AN results in a higher mortality rate for the population and it is growing much faster 
than it grows among the general U.S. population (62% vs 10%, respectively). 
(McLaughlin, 2010).  
My project focuses on urban American Indian and Alaska Native (AI/AN) patients at 
Nebraska Urban Indian Medical Center (NUIMC), as NUIMC has identified uncontrolled 
diabetes as a priority health issue. Based on their 2018 report, from 106 adult male and 
female patients, 38% of patients had A1c level of greater than 9.0%. (NUIMC 
presentation/report 2018).  Goal: The long-term goal of this project is to decrease the 
prevalence of uncontrolled diabetes in urban AI/AN patients seen at NUIMC by 
suggesting improvements and interventions as well as conducting literature review and 
evidence based researches.  Specific aims: My study aims were a) to examine the 
prevalence of Urban American Indians’ uncontrolled diabetes at an urban AI/AN-serving 
clinic in Nebraska, the Nebraska Urban Indian Medical Center and b) to conduct a 
literature review to identify best practices for managing the disease. Methods: To 
assess the prevalence of diabetes, a manual chart review of the “IHS Diabetes Care 
and Outcomes Audit, 2019” was conducted. For the literature review, I used Google 
Scholar and PubMed.   
 
Results:  
The results of the data for 46 diabetic patients that I reviewed from the IHS Diabetes 
Care and Outcomes Audit, indicated 29% of the patients were diagnosed with 
prediabetes, 71% of patients had type II diabetes (from this group, 38% of them had 
uncontrolled diabetes, A1c > 8.0%). In addition, 60% of the female diabetes patients 
were diagnosed with active depression.   
The outcomes of the literature review defines the importance of lifestyle changes 
through behavior modifications, changes in diet and exercise, weight management, and 
mental health modifications as best practices in order to manage uncontrolled diabetes.   
 
Impact of the study: The outcome of this study will inform Nebraska Urban Indian 
Medical Center staff about the prevalence of uncontrolled diabetes in a sample of AI/AN 
patients, in addition to best practices and community based interventions for managing 
diabetes in urban AI/AN. In addition, my study informs the clinic about what appears to 
be a high prevalence of depression (60%) in diabetic women.  
 
Introduction 
Briefly describe the placement site 
The Nebraska Urban Indian Medical Center (NUIMC) is a non-profit, tax-exempt 
charitable organization. NUIMC offers a wide range of services to meet the health 
needs of AI/AN population in Lincoln. NUIMC serves the community regardless of race, 
background or religion, and their services are available to both insured and uninsured 
patients. NUIMC also accepts most insurance plans including Medicaid, Medicare, and 
Kids Connection. (NUIMC website, link). NUIMC has served Omaha and Lincoln’s 
urban AI/AN clinic with outpatient primary care, outreach and referral services since 
1986, and is a group practice with one location in Lincoln, Nebraska. Currently, NUIMC 
specializes in Family Medicine with four practicing physicians. They work together with 
other healthcare professionals to achieve optimal levels of care. The mission of the 
NUIMC is to elevate the health status of Native Americans to the highest possible level 
as well as those persons who are underserved and/or uninsured in the community. 
(NUIMC website, link). NUIMC offers services and programs that emphasize promotion 
of health, prevention of disease, and serves the health needs of the communities as a 
whole, (NUIMC website, link).  
 
Issue addressed importance to the organization, the scientific community, and policy 
makers.  
In this project, I will present the NUIMC with information about the prevalence of 
uncontrolled diabetes in a sample of their AI/AN patients, and identify best practices for 
managing uncontrolled diabetes in urban AI/AN population which may help lowering the 
number of patients with uncontrolled diabetes in this community. In light of the high 
prevalence of diabetes in AI/AN, nationally and locally, the NUIMC has identified 
diabetes management in AI/AN patients attending the clinic, as one of the clinic’s top 
priorities. The NUIMC is one of 301 community directed diabetes prevention programs 
in 25 states who participate in the Special Diabetes Programs for Indians (SDPI). The 
SDPI was established in 1997 through the Balanced Budget Act by Congress and the 
most recent authorizations for this program has been $150 million per year. (SDPI), 
(IHSDD, 2010). In addition, this project will utilize the Community Oriented Primary Care 
(COPC) method in the community primary care setting and hopefully; this project will be 
able to serve as an example for other clinics utilizing the COPC method in order to 
improve their patients’ health in the community.   
 
 
Who are urban American Indians? 
Urban American Indian population represent the majority of the AI/AN population in U.S.  
They are a multi-tribal population who live in cities, either as permanent, long-term 
residents or medium, short-term residents. Permanent long-term residents are those 
who have been in the city for several generations. Historically, they may have been 
forced to relocate to urban centers by the government policymakers or due to a need for 
specialized healthcare services for the population. The AI/AN populations who are 
medium or short-term residents are those who come to the city for a variety of reasons, 
such as, visiting family members or attending school. (Census, 2010).  In 2010, out of 
the 5.2 million AI/AN population, 71% of them lived in Urban areas. Urban AI 
populations showed a 33% increase in population growth since 2000 (Census, 2010). 
Urban AI make up 2/3 of the population but they receive less than 1% of the Indian 
Health Service funding. (USDHHS).  
 
Relevance to public health and history of diabetes in AI/AN  
Diabetes was largely unknown in AI/AN communities before the World War II. It was 
after the WWII when Indian Health Service (IHS) providers began reporting diabetes 
among this population and as recently as 2009, diabetes became the fourth leading 
cause of death among AI/AN populations. (McLaughlin, 2010).  AI/AN experience health 
disparities manifested as a higher prevalence of diabetes and higher mortality rates in 
comparison to Whites. National statistics indicate that 17.5% of AI/AN adults were 
diagnosed with diabetes while only 6.6% of White adults were diagnosed with diabetes. 
(CDC, 2010). See Table 1.  
Table 1. At a glance – Diagnosed Cases of Diabetes: National Health Interview Survey, 
NHIS  
Age-adjusted percentages of persons 18 years of age and over with diabetes, 2004-
2008  







Men and Women 17.5 6.6 2.7 
Men 18.2 7.2 2.5 
Women 16.2 6.2 2.6 
Source: CDC 2010. Health Characteristics of the American Indian and Alaska Native 
Adult Population: United States, 2004-2008.  
Furthermore, diabetes in AI/AN is a great concern for public health due to a higher 
incidence of long-term complications and a higher mortality rate that is growing faster in 
AI/AN than the general U.S. population (62% vs 10%, respectively), (McLaughlin, 2010). 
In AI/AN populations in Nebraska, disparities are present and show that AI/AN are 4.4 
times more likely to die from diabetes in comparison to Whites (Nebraska DHHS Office 
of Health Disparities and Health Equity, 2015). Diabetes data from a report on Urban 
AI/AN at the NUIMC showed that from a total of 106 male and female adult patients, 
61% of patients had a hemoglobin A1c level of less than 8.0%, while 25% had a 
hemoglobin A1c level of greater than 9.0%, and 13% of patients had A1c level of 




Potential causes for the high prevalence of diabetes in AI/AN    
Low socioeconomic  status represent a reason for the high prevalence of diabetes in 
AI/AN. (DHHS, 2013).  National Health Interview data indicate that having less than a 
high school degree is associated with twofold mortality rate from diabetes in comparison 
to adults with a college degree or higher education level. (Saydah S, et al, 2010). With 
regard to school enrollment, 36.6% of non-Hispanic Whites were enrolled in school 
compared to 13% of AI/AN, (U.S. Census B, 2009-2011). Nationally, AI/AN experience 
additional socioeconomic disparities at a higher rate in comparison to non-Hispanic 
Whites. Nebraska AI/AN were 3.5 times more likely than non-Hispanic Whites to be 
unemployed, their median household income was almost half of the non-Hispanic 
Whites’ income ($27,228 and $52,683 respectively), and more than 3 times as many 
AI/AN as non-Hispanic Whites reported being below the poverty level (36.9% and 9.5% 
respectively). In addition, 32.4% of AI/AN had no health insurance coverage compared 
to 9% of non-Hispanic Whites. (U.S. Census B, 2009-2011).  
 
Studies on genetic susceptibility showed a rapid lifestyle change that happened during 
the past two or three generations and could be a risk factor for the increased prevalence 
of diabetes in AI/AN. Specifically there was a shift away from traditional diet and lifestyle 
that may have contributed to the increase in diabetes diagnosis. (Neel, JV, 1985; 
Hegele, RA, et al, 2003). Another factor to contribute to the high prevalence of diabetes 
in some groups of AI/AN, is that many communities are geographically isolated and 
remotely located. (Baiju, RS, et al, 2003) This has made access to healthy food more 
complicated. In addition, the available federal food programs have failed to include the 
AI/AN’s traditional food, resulting in AI/AN population choosing a culturally inappropriate 
pattern of food consumption. (Bell-Sheeter, 2004).  
 
Purpose of the evaluation  
Using principles of community oriented primary care (Gofin, 2010), the purpose of this 
evaluation is to:  
1. Identify the proportion of NUIMC AI/AN patients with prediabetes, type II 
diabetes, and uncontrolled diabetes. 
2. Identify best practices for managing uncontrolled diabetes in urban AI/AN, the 
gaps and challenges in healthcare that improve hemoglobin A1c level among 
patients with uncontrolled diabetes. 
Goal of the evaluation 
The overarching goal of this evaluation is to ultimately decrease the prevalence of 
uncontrolled diabetes in AI/AN. 
 
Gaps in knowledge and addressing the gaps  






Hemoglobin A1c test, why is it important, and what does it have to do with uncontrolled 
diabetes? The hemoglobin A1c (A1c) estimates a person’s average blood sugar level 
during a period of 2-3 months. The A1c test is the best way to measure how well blood 
glucose is controlled and it indicates how diabetes is managed.  An A1c level of 5.6% or 
less is normal, however an A1c level of 5.7% or higher is prediabetes and indicates that 
the patient is at risk for developing type II diabetes. A hemoglobin A1c level of 6.5% or 
higher indicates the type II diabetes, and a hemoglobin A1c level of 8.0% or higher is 
uncontrolled diabetes and is associated with morbidity and mortality from hypertension, 
coronary heart disease, nephropathy, retinopathy, and neuropathy (ADA, 2015). 
Uncontrolled diabetes is a group of metabolic diseases characterized by hyperglycemia 
and often leads to long-term damages and significant disabilities such as cardiovascular 




Theoretical framework I have followed community oriented primary care (COPC) 
principles and processes, an approach to healthcare that considers the socioeconomic 
and cultural determinants of health, identifying the community’s health needs and 
provides healthcare to the whole community. The conceptual roots of COPC were 
developed and introduced by Dr. Sidney Kark and Emily Kark in 1940s in a rural area of 
South Africa, (Kark, SL,et al, 1983). COPC is a systematic approach to health care, in 
order to improve the health of a defined community; it aims to integrate primary care 
and public health. The COPC approach has been used in addressing diabetes.  The 
CHAD Program, a community health program for the control of cardiovascular disease 
risk factors, including diabetes, used COPC as a framework.  
 
The COPC cycle has six steps and more importantly, each step of the cycle ensures the 
community involvement. (See figure 1 for the COPC steps): 
1. Community definition and characterization.  
2. Prioritization. 
3. Detailed problem assessment. 
4. Intervention planning and 
implementation.   
5. Evaluation.  
6. Reassessment. 
 
In this project steps 1-4 of the COPC Cycle were addressed as follows: 
 
Community definition and characterization: I defined the community as AI/AN 
community members of all ages who are living with prediabetes and type II diabetes, 
visiting NUIMC.  
 
Prioritization: Based on the NUIMC’s audit sheet 2019, NUIMC has identified type II 
diabetes as a top health priority and thinks it needs to be addressed in the community, 
especially because AI/AN population experiences health disparities manifested as 
higher prevalence of type II diabetes. 
 
Detailed problem assessment: In COPC the goal of the detailed assessment is to 
measure the size and the distribution of the problem. The detailed assessment has 
been described in the literature review.  
 
Intervention planning: Prior to the implementation of any intervention COPC calls for an 
assessment of the literature to determine the best practices of a selected health 
condition, to guide program activities. (Gofin, 2010) The outcomes of the literature 
review on interventions to address uncontrolled urban AI/AN are described in the results 
and discussion sections of this paper.  
 
Data resources, collection method, sample size: 
The total number of diabetes patients at the clinic for all providers was 102 for the year 
2018. For this study, data from the “IHS Diabetes Care and Outcomes Audit, from a 
sample of 46 adult male and female diabetic patients from one provider at the NUIMC 
were selected.  
 
Defined evaluation question: 
 What proportion of diabetic patients from one NUIMC provider have uncontrolled 
diabetes? 
 What are best practice programs for addressing uncontrolled diabetes in urban 
AI/AN? 
 
I identified the proportion of patients with prediabetes and uncontrolled diabetes from 
the “IHS Diabetes Care and Outcomes Audit, 2019.” In order to identify the proportion of 
patients with uncontrolled diabetes I conducted a manual audit. Audit year data reflects 
care administered in the previous year at NUIMC, therefore, the NUIMC patients in my 
study, were from the year 2018.  I reviewed the audit forms, demographics and criteria, 
entered the data from each paper audit form into the Excel data sheet. I edited the data 
as necessary, calculated  percentages to categorize into groups of prediabetes, type II 
diabetes, and uncontrolled diabetes. For the literature review, I used Google Scholar 
and PubMed to examine best practices for educating and managing uncontrolled 
diabetes in urban American Indian, using the key words: “AI/AN,” “Type II diabetes,” 
“uncontrolled diabetes,” “Urban AI/AN,” “Prevalence of diabetes in AI/AN.”  I searched 
the Google Scholar and PubMed database for the above phrases, reviewed the results 
and selected 209 articles for my research.  
 
Results  
Among the 46 diabetic patients whose data I reviewed from the IHS Diabetes Care and 
Outcomes Audit, 2 patients had all data requested but not the A1c %.  In addition, there 
were 10 patients who didn’t show up to participate in the Audit 2019, so this analysis 
was done on 34 patients. 16 were male and 20 were female patients between the ages 
of 30 and 75 with a mean age of 50. 29% (10 out of 34) of the adult patients, (4 female 
and 6 male) were diagnosed with prediabetes while 71% (24 out of 34) of the patients, 
(10 female, 14 male) were diagnosed with type II diabetes.  Among the group who had 
type II diabetes, 38% of them had uncontrolled diabetes, A1c > 8.0%.   
Furthermore, from the study group of 34 patients, 12 out of the 20 female patients were 
diagnosed with an active depression through PHQ-9 screening while no males were 
diagnosed with depression.  
 
Literature review on Best practice programs to address diabetes in urban AI/AN  
The “Adult Weight Management” is a best practiced program recommended by Urban 
Indian Health Institute for urban American Indians. This program, created by IHS funded 
Urban Indian Health Organizations, is for individuals who are overweight or obese and 
at a high risk of developing diabetes. This program is based on changes in diet and 
exercise that provide the best approach for weight loss and is done through 
implementing a systematic approach to increase daily physical activities, provide 
behavior change approaches and long-term support to address weight loss 
maintenance. (UIHI,UDCO Audit Report 2007-2011, 2008), and (Franz M, et al, 2010).  
“The Trim-down Program,” sponsored by the Albuquerque Service Unit is also a best 
practice program for the AI/AN population. This program is based on a six-week 
intervention and is focused on helping the participants to learn healthy eating habits and 
participate in physical activities with the support of others in the community (Indian 
Health Service 2006). 
Another program that focuses on spiritual and mental health is called “Fresno Native 
American Health Centers-Greatest Loser Program,” to address diabetes, works on 
behavior modification through a ten-week wellness program for urban AI/NA. (Indian 
Health Service, 2006). A promising practice is the “Nurse-Coaching Intervention for 
Women With Type II Diabetes.” This program focuses on determining the efficacy of a 
6-month nurse-coaching intervention for female diabetes patients to improve better diet 
self-management, less diabetes-related distress. Program participants showed 
significant improvements in psychosocial adaption, self-management diet and exercise, 
in addition to a decrease in their A1c levels (an improvement of HgbA1c level (P<.01). 
(Whittermore, R, et al, 2004).  The Minneapolis marketplace program has also shown 
efficacy in reducing A1c among urban AI/AN.  As part of an urban health initiative for a 
community-based diabetes support group, the marketplace clinics located near selected 
pharmacy stores, committed financial support, pharmacy staff and certified educators. 
They offered diabetes care and provided self-management education for an urban 
Indian neighborhood. A 3-year study showed that the intervention group in the 
Minneapolis marketplace program had a moderately reduced A1C mean value (M = 6.9, 
SD = 2.13) compared with the nonintervention group. In addition, at the end of the 
study, the intervention group had a lower BMI (M = 32.1, SD = 4.01) compared with the 








Complications of uncontrolled diabetes result in a higher mortality rate in the AI/AN 
population than others, (McLaughlin, 2010). This evaluation employed a COPC 
framework to examine the prevalence of uncontrolled diabetes in urban American 
Indians and best practice interventions to manage diabetes in this population. I collected 
information on diabetes mellitus from the Diabetes Care and Outcome Audit Sheets, for 
the year of 2019. I identified the prevalence of uncontrolled diabetes in AI/AN patients of 
NUIMC and conducted a thorough literature review to identify potential evidence-based 
interventions that the NUIMC could employ. Results from my evaluation showed that 
29% of the adult patients were diagnosed with prediabetes while 71% of the patients 
were diagnosed with type II diabetes.  Among the group who had type II diabetes, 38% 
of them had uncontrolled diabetes, A1c > 8.0%. (NUIMC 2018 report/presentation). 
 
To address uncontrolled type 2 diabetes in urban American Indians I suggest a 
community-based program “Adult Weight Management” program that focuses on 
individuals who are overweight and or obese and have a higher risk of developing 
diabetes. Based on this program, changes made in diet and exercise on a community 
level, can provide opportunities to a healthy diet and rigorous physical activities on daily 
basis. A weight loss of as little as 5% could make a big difference in improving diabetes 
and preventing the complications. (UIHI,UDCO Audit Report 2007-2011), (Franz M, et 
al, 2010). Studies by Kirk, et al, suggests the employment of physical activity 
consultation (PAC), a theory-based intervention, which provides behavioral change 
techniques in people with diabetes and is effective in promoting physical activity. PAC 
intervention includes self-monitoring, goal setting, problem solving, social support, and 
relapse prevention, (Kirk, A, et al, 2010). Furthermore, studies suggest that 
interventions with counseling alone is not enough to motivate the population.  Instead, 
interventions that include a supervised, facility-based, aerobic, and resistance training 
programs will promote physical activity in diabetic patients and will be able to improve 
health and wellbeing of sedentary patients with type II diabetes. (Balducci et al., 2012).  
 
In addition, for patients with uncontrolled diabetes, a lifestyle coach and program 
instructor would emphasize changing lifestyle, achieving weight loss, and self-
monitoring to prevent the progression of the disease progress. (Duncan GE, et al, 
2009). Lifestyle coach and training interventions can educate patients to choose healthy 
food, prepare healthy meals, and understand how to read food labels, increase patients' 
understanding of the disease and how to choose an active healthy lifestyle. (Lifestyle 
Coach Training Guide. Link).  Studies show lifestyle interventions can play a critical role 
in preventing diabetes complications in patients with uncontrolled diabetes, in addition 
to preventing the development of the disease in patients who have a higher risk for 
developing diabetes (ADA, 2015).  NUIMC is actively involved in Lifestyle Coach 
Interventions through educational sessions, offering classes sessions designed for 
small groups of patients in order to reach them better. The clinic is coaching their 
patients on how to choose a healthy lifestyle through healthy eating, managing 
medication and self-care. 
 
To address the high proportion of female diabetes patients diagnosed with an active 
depression, it is important to treat the depression. Finally, the health care system needs 
to commit funds to improve depression care in diabetes patients. (UIHI,UDCO Audit 
Report 2007-2011, 2008). Further upstream solutions suggest a need for healthcare 
staff or lifestyle coaches to screen and identify prediabetes patients and offer group 
education sessions, diabetes prevention curriculum, and coaching in order to prevent 




Due to the small sample, my study is not representative of all urban AI/AN patients seen 
at the NUIMC clinic. There exists limited data on the prevalence of uncontrolled 




Diabetes in Urban AI/AN is a great concern for public health due to a higher incidence 
of long-term complications and a higher mortality rate than other U.S. population, (62% 
vs 10%). (McLaughlin, 2010) A promising practice to address uncontrolled diabetes in 
urban AI/AN is the “Minneapolis marketplace,” which is part of an urban health initiative 
for a community-based diabetes support group that has shown positive effects of 
marketplace clinics and community health that has improved blood glucose level, weight 
loss, and has brought changes in lifestyle behaviors that affects uncontrolled diabetes 
prevalence. (Rick R et, 2017). More research is needed to address uncontrolled 
diabetes in Urban AI/AN and the association between depression and uncontrolled 
diabetes in urban AI/AN women.  
 
Describe how SL activities were performed: what, where, when, with whom, how long, 
etc. What resources, relationships, and skills permitted these activities to occur?  
Describe the experience with the placement site.   
JDRF is one of the organizations’ educational, in–school fundraising programs that has 
two goals: to educate students about type 1 diabetes (T1D), and to promote 
philanthropy by raising money for life-changing T1D research to help find a cure.  
Learning experience was to know how to engage JDRF in creative and meaningful 
ways to increase the knowledge of T1D and help drive progress towards a cure.  In 
general, this product was a fun and effective way of putting plans into actions!  
What did you learn about the organization?   
I always knew this but working for JDRF confirmed that I am a passionate educator, 
enthusiastic, capable, and eager to educate the community about a disease or a 
healthcare issue. I have a deep passion to help the underserved, disadvantaged 
communities.  What I didn’t expect was to get involved in fund raising and find donors to 
participate in celebrating November, the national Diabetes Awareness Month, and to raise 
awareness about T1D.  I contacted dozens of businesses and vendors by phone and in 
person, sharing a flyer (included) with each one of them that I met.  In the end, I found a 
few businesses who expressed interest in becoming donors and helping JDRF with T1D 
and becoming JDRF’s regular donors. 
Briefly describe the placement site for Service Learning; Juvenile Diabetes Research 
Foundation (JDRF) is a nonprofit organization that funds type 1 diabetes research and 
advocates for regulations favorable to medical research, and raising awareness about 
type 1 diabetes. The population served are children and adults diagnosed with type 1 
diabetes and their families.  JDRF has a mission to accelerate life-changing 
breakthroughs to cure, prevent, and treat type 1 diabetes and its complications through 
the support of research.  
Describe the product(s): JDRF required providing training manuals for the participants 
attending events that we organized.  In addition, making a playbook for the school 
children, providing them different options to learn and get involved in type I diabetes 
activities. 
JDRF products:  
Product 1.  Assist in creating a JDRF Youth Marking an Impact playbook that helped in 
recruitment and implementation of the kids walk program.  This playbook included three 
parts: education, fundraising, and celebrating success that is beneficial in recruitment 
and implementation of the kids walk program.  
Product 2.  Creating a promotional piece for JDRF Paper Sneaker Campaigns and Give 
Back opportunities, distributed to area companies and retail stores to help raise 
awareness and donations.  
JDRF activities: Prepared a Bag of Hope for the newly diagnosed children with 
comprehensive collection of educational material.  Prepared an Adult Type 1 diabetes 
care kit to support adults with type one diabetes.  Participated in back to school bash 
and type one diabetes connection program to connect families and individuals with the 
volunteers who have personal experience of type one diabetes.  
Related to your Service Learning activities, what do you think were your greatest 
contributions/accomplishments? Providing educational resources at worksites, creating 
educational materials for JDRF and engaging with the community members discussing 
type 1 diabetes with them was a great accomplishment. 
What strengths did you bring into the project? I established JDRF with a few businesses 
around town to become donors and to support type I diabetes as committed members 
of JDRF. 
What were the greatest challenges of your Service Learning/Capstone Experience? 
How did you address and overcome those challenges?  
Fundraising was difficult for me but I had to be persistent and bold in order to talk local 
businesses into becoming JDRF donors.  
How have your views of public health practice been impacted by your SL?  The world 
needs a lot more compassion and kindness. Sometimes we judge too soon without 
giving someone a chance to know them. I learned to become a better listener and build 
more patience and let them talk and open up about what is important to them.  
How did your public health education prepare you to address any ethical or other issues 
you encountered during your SL?  As a student with the community oriented primary 
care concentration, the school had sent me out with all the tools I needed to face the 
community.   
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